MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - B63-033605
DEPARTMENT OF FUBLIC HEALTH AND WELFARE

] Rocitrerion Distict N 1 Reqistration Distri 11003 8529 STATE FILE NUMBER
DO NOT WRITE ' AMENDED @istration District No. . ———Primary Registration Distric _____R.g.m-,, siNo.__ LIRS CWRT

ON THIS STUB

1. PLACE OF DEATH, 2, USUAL RESIDENCE (Wherg deceased lived. If institution: Residence before
»- COUNTY s STATE b. COUNTY admissi
l{iSSO 1 mission)
b. CCI)TRY {If outside corporate limits, give TOWNSHIP only] Langth of stay in lb ‘e. CITY - - Inside Limits
OR

TOWN .
St, Louis 5 yra TOWN St. Louis Yerdd No O
c. FULL NAME OF {I¥. NOT in_hospital, glve location)- Tniida Lumrl d. STREET (If cutslde, glve location) Reside on Farm
HOSPITAL ADDRESS ’

INS‘ITU"ON Peo&les HOSpltal Ye’ﬁ] No 7 |{. 5639 BH”thT‘ AVP’:\ Yes J NG_-D!

3. NAME OF DECEASED Firsy Middle Last 4. DATE Month Day
(Type or print) OF )

GEORGE W. ELDRIDGE, JYre | PEAM Ang, _20_1%@_
5. .sE_x_ é. CO}.OR OR RACE 7. A_hniad O Never Married ] |8. DATE OF BIRTH 9. AGE (last b‘mhd.y)“" IF UNDER 1 YEAR IF DER 24 HR

. Witowed Divoresd [ Months] Days | Hours |_ Min.
Male - Col, % 2.23.1a88! n7a e | o
10a. USUAL OCCUPATION [Giva kind of work dorle |Qb_. KIND OF BUSINESS OR INDUSTRY| 11 BlmPLACE’_CIW and stote or country) . 2. CITIZEN DF

duri moxt of workmg lifo, even if’ rﬂlud)
er — )
13a. FATHER‘S NAME 13b. MOTHER'S MAIDEN NAME x E OF HUSBAND OR WIFE

V$§ 300
Rev. 4/59

E AMENDED

:

Yoor

| W
o)

WHAT COUNTRY

1]

George W. Eldridée Sr, Amanda Robinson ____
15, WAS DECEASED EVER IN U.S. ORCES?-__ 16. SOCIAL SECURITY NC. INFORMANT ) Address
(Yotago, or unknswn)i (I yes, give war or dates of
| } |Raymond Ishmagl_ldnid.gs_i&s

18. CAUSE OF DEA'I’H (Enter only one cause’ per o —ror—tum oy INTERVAL BETWEEN
PAR . ONSET AND PEATH

i

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

T |, DEATH WAS CAUSED BY:
IMMED IATE CAUSE {a)

—
Q

‘DOCUMENT

—
»

Conditions, if any, DUE TO {b)
which gove rise to -

above cause (s}, ' ' o . -
stating the under- : -/ }.7 7§ g‘
lying cuusa last. DUE YO (&) 4

PART Il. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING, TO DEATH but related 1o the terminal PART 11l If decemsed was  femsle wa
e disesss toi “in PART ) [&) thare & pregrancy in last 90 days.

IR I O Ne ] O Unknown

75, WAS AUTOPSY | 20s. ACCIDENT - SUTCTOE, ~ HOMICIDE | 205, DESCRIBE HOW INJURY OCCURRED. (Enter naturs of imjury in PART I o7 PART Ii-of item 18.)
- PERFORMED? A= .0 . O. . .0
vesp3 No@f |, c <. T
2 TIME OF  Heol  Month, Day, Year |
INJURY o
e p.m.

‘ 20d. INJURY QCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, ORrR LOCATION COUNTY STATE
T« WHILE.AY WORK (O farr, factory, street, office bidg., etc.}
NOT ' WHILE AT WORK O

21. | attended the deceased from.?-'-’{" L7 to...._s' i ’_'0 —G > and last saw :ﬁ:‘ slive on__g—_LajL_

Death occurred u?_uﬁ_g__im;—'m an the date stated sbove, and to the best of my knowledge, from the causes stated.

22a. SIGNATURE [Degree ar title) L '22b. ADDRESS ZZWIE SUGNEL

Sy Q8 KN

[X]

~J3
—

+

MEDICAL CERTIFICATION

3

L
T

H
£

USE BLACK INK
OR
TYPEWRITER;RIBBON

SHOULD READ;

23a. BURIAL, CREMATION, [ 23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LGCATION (w, town, OF:county) /(Sfaﬁ{

REMOVAL (Specify)
Removal 82 "1963 Park
24. FUNERAL DIRECTOR ADDRESS - Qzﬁ gﬂe RECD. BY LOCAL REG.

BY AFFIDAVIT OF

ITEM NO.

JAS. H, RANDLE & SON 13133 Bell Ave, U0 2¢ 1863

{Licenzed Embalmer’s Statement on Reverse Side)




STATEMENT BY. LICENSED' EMBALMER

1 hereb\; certify that the body whose name is recﬁrded on the reverse side of t_His certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision,

Student . 5i n@ ‘ﬁ'/W
e 7

' Signature of Studant Embalmer

Licensed Embalmer No.
P.0. Address 4// ”

Note: - The above MUST BE SIGNED BY THE LICENSED EMBALMER in, hls OWN HANDWRITING. {Failure to comply
with the above constitutes grounds for revocation of license). '

if embalmed by a STUDENT, he also shall sign in his OWN handwrmng

_If this body is not embalmed, fact should be so stated above. .




